benefits of the new psychiatry for all the insane, including those still confined in workhouses and elsewhere, there was established a complex legal system of certification, inspection and control starting in 1845 with the Act for the Regulation of the Care and Treatment of Lunatics. This supporting structure gradually outlived its usefulness and now that it is no longer needed it has proved possible to dismantle it by the greatest single advance in organized psychiatry since Conolly's, namely the Mental Health Act of 1959. This step could never have been contemplated without the groundwork he laid; for the abolition of legal safeguards which not only makes it possible for the first time to treat the mentally ill like any patient, but has enabled patients to leave crowded mental hospitals and return to the community supported by community care, could only safely be attempted after Conolly had established within the asylum that the mentally ill could be and demonstrably were treated as human beings. How naturally this development followed on Conolly's work was sensed by Stallard (1869), one of his pupils: 'Now... the question may properly be asked, whether ... we cannot recur, in some degree, to the system of home care and home treatment; whether, in fact, the same care, interest, and money which are now employed upon the inmates of our lunatic asylums, might not produce even more successful and beneficial results if made to support the efforts of parents and relations in their humble dwellings.... Such a mode of treatment would form a fitting extension of the non-restraint system.' It is this new era of psychiatry we have now entered, and that we do so confidently is the most fitting tribute to Conolly's work. We take with us two fundamental tenets of psychiatric practice which he taught the world: symptom tolerance, and the distinction between treatment and restraint. The successful application of advances in the understanding of mental disorder and the acceptance of treatment depend upon the confidence of the public and the mentally ill in the probity of psychiatrists, the humanity of mental nurses and the reliability of institutions in which they may be treated. When society fails to grant the rights and freedoms traditionally accorded to the physically ill, to those who are mentally sick, their treatment must be hindered. The story of the achievement in this country for the mentally disordered, of a status almost comparable to that of the physically sick, is an important chapter in the history of psychiatry. It had its origins in the writings and works of Dr John Conolly and opens with -his book 'Indications of Insanity' published in 1830. The important chapter is the tenth, 'Application of the enquiry to the duties of medical men when consulted concerning the state of a patient's mind', in which he sets out his views on the doctor's duty to the insane patient: 'We should present ourselves to him with the same good intention with which we approach the bedside of the patient with a fever.' He must not allow 'the agitation of those who make the application to disturb (his) the practitioner's judgment', but base his decision on his own examination since his primary obligation is to the patient. 'Against this forgetfulness of his office and duty, the best security will be found in such previous study of the subject as I have presumed to recommend.' When proof of mental disorder is difficult to elicit, the physician has no more tight to restrain the mentally disordered 'than to imprison a man for being shortsighted or a little lame in one leg'.
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Conolly was not moved so much by good intention or humanitarian concern, but by the belief that mental disorder was a disease to be studied and treated, despite a paucity of clinical knowledge. And he was well aware of the potentially harmful or beneficial effect on the patient of his social environment.
Conolly was a liberal and humane man. He was opposed to capital punishment, an advocate of the education of women and did not fear jibes of 'morbid philanthropy and visionary benevolence'. He considered that 'the safety and liberty of men was not lightly to be trifled with'. His belief in the need to reduce the restraints imposed on the mentally illnot only mechanical restraints 'but confinement, deprivation of authority and control over property'was determined not by an unscientific humanism, nor by the recognition, that they aggravated the patient's condition, but by the physician's concern that the insane should be entitled to the same relation with their doctors as the physically ill. And this informed all his suggestions for the better care and protection of the insane. Thus in his book 'The Construction and Government of Lunatic Asylums' (1847), he recommended that when the mentally disordered person became a patient he should be treated in an asylum which was neither a prison nor a ,workhouse but a hospital, and he specified in detail the requirements of building, staff and management. By the same token the mentally ill patient was entitled to be treated by a doctor. He should not be 'abandoned by his usual medical attendant ... and the whole management confided to a person whose profession it is to cure lunatics; to one who, if he is a medical practitioner, seldom professes to think the mind worthy of particular consideration; or, it may be, to one who is altogether ignorant both of bodily and mental disease'. To make this possible Conolly ceaselessly campaigned for the clinical instruction of medical students in mental disorders.
In the mental hospital he felt the doctor should have full charge: 'There is no principle which seems more self-evident than that in an asylum for the insane nothing should be done without the approbation of the chief physician or of the medical officers. Every change in the rules and every alteration of the building affects the patients. favourably or unfavourably and of the manner in which they will be affected the medical men are the most competent judges.' His assumptions concerning the status of the patient meant that treatment should not necessarily be in an asylum. He suggested that before admission, patients be visited at home by members of the asylum staff or by 'associates'; these were to be doctors not practising psychiatry exclusively and resident in the community. Favourable cases would be cared for at home and would not be exposed to possible neglect in the asylum. This would allow the size of asylums to be reduced and management improved, while all practitioners would in time learn to deal with lunatics. Conolly distrusted the proprietors of private establishments who were without training and only desired to profit from a still lucrative business. Indeed he recommended that all asylums be the property of the State.
At this time Conolly was a general physician and still distinguished 'patients' who retained some awareness and self-control from 'madmen' who seemed neither to see nor hear. With his -appointment as resident physician at Hanwell he .abandoned this distinction, and showed also that his previous opinions were no mere form ofwords.
He knew for what end he had been called to Hanwell; a year after Gardiner Hill had announced the total abolition of mechanical restraint at Lincoln, and within seven weeks of his appointment, he followed suit. At that time much had been written about the possibility of diminishing the use of mechanical restraint, but no one thought it possible to do entirely without it. Reaction was vigorous, to say the least. Total abolition was denounced 'as a piece of contemptible quackery and a bait for the public ear'. Able and responsible physicians took opposing sides in an often acrimonious dispute which lasted to the end of the century. In 1892 Tuke could still consider that 'the excellent Conolly' went too far in his 'iconoclastic fervour' and spoke of 'an amount of enthusiasm, which overrode strictly logical and scientific demands'. The logic of Conolly's beliefs demanded total abolition: even occasional use of mechanical restraint would imperceptibly lead to the abuse of the patient and a deterioration of nursing care. Yet he considered 'the mere abolition of fetters and restraint constituted only a part of what was properly called the non-restraint system'.
Disagreement was not over the means of restraint alone. It was the perennial controversy between two basic attitudes to social deviance. The views of the non-restrainers and of those who believed in the use of restraint are well summarized in the Report of the Metropolitan Commissioners for 1844. The non-restrainers stressed the benefit of their methods to the patients who, enabled to acquire self-control, were more likely to recover. They emphasized the degrading effects of mechanical restraint on both the insane and the attendants. The supporters of mechanical restraint stressed the need to acquire authority over the patient and to protect the staff and other patients. Conolly recognized this conflict when he said that in making provision for the insane 'two things are to be considered, justice and humanity to the individual and a regard for public welfare'. He felt that many of the insane were not only needlessly restrained, but that the fear of such abuse led to a reluctance to send patients to an asylum even when this was necessary. Conolly was not alone in his wish to reduce restraining influences on the mentally ill. Dr Samuel Gaskell in 1859 had suggested that patients might seek treatment voluntarily, while Dr Mortimer Grenville in 1877 believed that the power of signing certificates should be withdrawn from magistrates. Voluntary admission was sanctioned in Scotland for all private patients in 1866 and in England and Wales for licensed houses only in 1862. In the county asylums advance was halted by the rapid growth of the population and increasing urbanization in the latter half of the century. The accumulation of chronic patients made adequate staffing impossible and a deterioration in patient management followed. Only in the Scottish hospitals, which had not shown a comparable growth in size, was there a continued reduction in restraint. Seclusion was said to have been abolished at Fisherton House Asylum in 1861, while Dr Batty Tuke introduced open doors in the 180 bed Fife and Kinross asylum in 1870. The Lunacy Act of 1890 regulated the use of mechanical restraint and seclusion. Hack Tuke felt that it freed superintendents from the iron rule to which they had been subjected since the triumph of 'Conollyism'. But Conolly had made society redraw the line between allowable conduct and insanity. He had insisted that the mentally ill could be treated as patients. The alteration was not complete, but in the story of further advance Conolly's influence was merged with and furthered by the social and political transformation of society.
Until 1929 the care of pauper lunatics was vested in the Board of Guardians whose foremost concern was economy. Lunatics were often left to deteriorate in their homes or in workhouses and attempts were made to provide cheaper care for 'incurable' cases. The Poor Law survived until 1948 but the Liberal administration of 1906-14 passed statutes which met individual needs outside its provision. The mentally ill did not benefit directly from these changes which for a welfare-minded society laid the foundations of the Welfare State. The altered climate of public opinion favoured development in the care of those with incipient or milder forms of mental illness. A suggestion made in 1868 by Dr Belgrave had led to the opening of outpatient clinics at Wakefield Asylum and St Thomas's Hospital. In the same year Dr Davey had proposed the need for an acute hospital nearer to the centre of London. The London County Council, which had come into being in 1889, favoured the provision of a small, well-staffed hospital, but the proposal languished. It was revived in 1909 when Dr Henry Maudsley, who had married Conolly's daughter Anne Caroline in 1866, made a gift later followed by a legacy for its establishment. The Maudsley Hospital opened in 1923 after delays due to the war. Immediately after the war the Board of Control recommended a wider provision of voluntary treatment, the development of inpatient and outpatient units in general hospitals and restriction of responsible posts in mental hospitals to doctors with higher qualifications in psychological medicine. The report of a Royal Commission in 1926 emphasized the growing interest in the care of the mentally ill outside hospital, recognized that there was little reason to maintain the traditional demarcation between physical and mental illness and recom-mended that the connexion between the treatment of mental illness and the Poor Law be abolished. But it was now accepted that Conolly had been right and that relaxation of restraint would benefit both the individual and society. The lessening of restraint had encouraged patients to seek early treatment and the admission rate to mental hospitals in England and Wales increased from 20,000 in 1929 to 71,000 in 1954. In that year, for the first time, the number of new outpatients exceeded mental hospital admissions.
In the period of social reconstruction following the Second World War the pattern of the Welfare State was realized in a series of enactments which provided for the needs not only of all classes of society but for all classes of illness. The mentally ill were to receive, in theory at least, the same treatment as the physically ill. But in spite of attempts to use the hospital setting to influence the patients' treatmentan approach expressed in the ideology of the 'therapeutic community'the large part of mental hospital populations were still certified and suffered further disabilities due both to illness and long hospital stay. Such disabilities could only be relieved in part by the development of rehabilitation practices which led to the resettlement of some in work and life outside hospital with the help of the Disabled Persons Act. There was still a gross discrepancy between care for the physically ill and the mentally ill, in part financial, in part due to the legal provisions for the detention of the mentally ill and mentally deficient. In 1957 a further Royal Commission reported and its recommendations were embodied in the Mental Health Act of 1959.
Under this Act it was assumed, for the first time,, that all mentally ill persons were patients, and, would, if they could, co-operate in their treatment. If someone could not appreciate or would. not accept the need for treatment he was no, longer to be certified by a magistrate as a persor 'of unsound mind'. Instead a doctor would. examine him and sign an order explainng why he could not be treated as a patient. When the majority of mentally disordered perwas were 7 91 92 Proc. R. Soc. Med. Volume 60 January 1967 8 seen as patients the need to treat them on specially licensed premises disappeared and hospitals were de-designated. At present only about 20% of patients are admitted under any kind of legal restraint and because most of these are on shortterm orders less than 7% of the mental hospital population are so detained. The proportion of hospital patients in locked wards varies in different parts of the country, but nowhere exceeds 7%. The care of patients which is moving from the institution towards the community is no longer being evaluated in terms of the prevention of mental hospital admission but in terms of their, and society's, broader needs. In spite of obvious improvements in the care of the mentally ill, and a reduction in the use of physical, legal and moral restraints, we cannot afford to become complacent. In the use of compulsory measures we are still called to make decisions which are neither medical nor scientific. We should, through Conolly's influence, be more thorough in our examination and better informed in our conclusions. We have still some way to go before the mentally ill achieve the same position in society as the physically-ill. Nevertheless, if we consider 'non-restraint' first in its narrow sense of the total disuse of mechanical means, as opposed to their occasional or exceptional use, we may think that its advocates' claims were greatly exaggerated. Conolly thought that substitutes were essential, such as seclusion, padded rooms, locked clothing -and boots, and would not admit that these too could be abused or could be sources of irritation such as he professed to avoidalthough this was expressly pointed out by the Commissioners in their 1844 Report. There were among his opponents men who in other ways showed themselves as humane and progressive as Conolly himself. If, on the other hand, we take the 'non-restraint system' in the wider sense which Conolly attached to itthat of 'excluding all hurtful excitement' by 'regulating every word, look and action of all who come in contact with the insane', then it is evident that this is an ideal which could not possibly have been achieved during the short period when Conolly held office at Hanwell, and which is unlikely ever to be achieved. The twenty or thirty years following his time were not very happy ones, either at Hanwell or at the sister asylum of Colney Hatch, and it was in these years that many incidents of ill-treatment of patients are recorded in the Commissioners' Reports. There is much that is still obscure about Conolly's Hanwell periodat first his Committee's (Visiting Justices') Reports are enthusiastic and profess full support for all his innovations; then this seems to wane, and in his later writings Conolly complains of being thwarted and his advice disregarded; after his resignation the Justices adopted a system of administration quite contrary to his principles.
Nothing I have said is meant to detract from Conolly's position as a great administrator and leader in the humanitarian movement of his time, and we cannot know too much about this complex and fascinating personality.
